Because we receive many more letters than we have room to publish we may shorten those that we do publish to allow readers as wide a selection as possible. In paricular, when we receive several letters on the same topic we reserve the right to abridge individual letters. Our usual policy is to reserve our correspondence columns for letters commenti on issues discussed recently (withn six weeks) in the BM7. Letters critical ofa paper may be sent to the authors ofthe paper so that their reply may appear in the same issue. We may alsoforward letters that we decide not to publish to the authors ofthe paper on which they comment.
Letters Having laid down criteria for those smalil babies which should be admitted one hopes that constantly improving techniques will ensure that babies excluded from the initial scheme wfll ultimately be included. These excluded babies must be the subject ofmeticulous research and the outcome properly evaluated in special units. They should not be treated in every neonatal intensive care unit.
Some of the benefits of neonatal intensive care units will be by saving the costs of managing handicapped children outside the health service in schools, in special hostels, and the like. These savings would be a strong reason for expecting additional money from outside the NHS. Indeed, I
Obstetric anaesthetc services SIR,-Dr Felicity Reynolds presents a good case for greater availability and use ofepidural analgesia in labour (16 August, p 403), a cause with which I strongly sympathise. However, she does that cause a disservice by claiming that there is "no overall increase" in the forceps delivery rate in women who have epidurals "with correct management of the second stage of labour." She should know better since she has herself shown an increased instrumental delivery rate in patients given epidural analgesia,' but she does not cite that report.
Instead, she refers to three earlier publications to support her statement, but each of these, too, clearly showed an increased rate of instrumental delivery in association with epidural a . Considering primigavidas, one of her sources claims that the introduction of an "epidural service" caused only a modest rise in the instrumental delivery rate from 24-3% to 29-4%.2 But 24 3% is quite a high starting point and an assisted delivery rate of 29-4% would unquestionably be considered high if epidurals had not been implicated (it is also noteworthy that the aesaran section rate increased from 7 9% to 11-1% and that fewer than half the primigravidas actually had an epidural In another of her sources the "proper" management of the second stage of labour with epidural anagesa n pimgravidas involved routine use of an oxytocin infusion to induce "regular, strong uterine contractions" if the fetal head was above the isclW spines at full dilatation.3I When the head was below the ischial spines, either the epidural was allowed to wear off and the mother started to push when she felt the urge to do so or she was asked to start pushing while analgesia was maintained throughout the second stage, but because epidural algsausing bupivacaine cannot be made to wear off rapidly there may not have been much difference between these two subgroups. The forceps delivery rates were 43% and 25% respectively (notsinfctl different), or 34%/ "overall.")
In a third source women receiving epidural analesiawhodelayed pushing until, on average, two hours after onset of the second stage had an increased spontaneous delivery rate compared with women who began pushing sooner, but the forceps rate remained high at 44%/ (ofwhich one in four were rotational forceps deliveries).4
Doe it matter ff epidur-als cause more forceps deliveries? It could be argued that epidurml anal-
